An infant presented shortly after birth with signs suggestive ofaortic coarctation. Echocardiography revealed an extensive aortic arch thrombus, not amenable to surgery. Thrombolytic agents reduced thrombus size, enabling survival, but failed to prevent neurological damage secondary to cerebral embolisation. (Arch Dis Child 1994; 71: F125-F127) Spontaneous neonatal aortic arch thrombosis is rare, with only six reported cases describing thrombus originating in the ascending aorta. Successful surgical repair with survival beyond the immediate postoperative period has only been described in two cases. In the case reported here, surgery was not possible due to the proximal extent of the thrombus; the patient was therefore managed with thrombolytic agents.
The infant was commenced on a prostaglandin E2 infusion and transferred to the regional cardiothoracic unit for further investigation.
An echocardiogram demonstrated normal intracardiac structures and connections with a structurally normal aortic valve and no evidence of coarctation. There was a small left to right shunt across a patent foramen ovale, right ventricular hypertrophy and moderate tricuspid reflux, indicating raised right ventricular pressure. The most impressive finding was that of a large mass in the aortic arch, extending from just proximal to the innominate artery to beyond the left subclavian artery (fig 1) . The mass was irregular in shape with an echodense envelope. It projected into the innominate and left carotid arteries, partially obstructing flow up both carotids, left subclavian artery, and down the aorta (gradient 35 mm Hg). There was no evidence of an intracardiac mass.
Magnetic resonance imaging (MRI) of chest and head was performed at 3 days of age. In addition to confirming the intra-aortic mass, it also showed areas of subacute infarction in the right frontal and left parietal cerebral cortex (fig 2A) was possible by cross clamping the aorta both proximal and distal to the thrombus without compromising the blood flow into the innominate artery for any significant period of time. There has been only one case of a distal aortic arch thrombosis treated successfully with streptokinase; however, unlike the cases treated surgically, the infant was initially well and presented with impalpable femoral pulses on the tenth day.6
Fibrinolytic treatment may be more likely to succeed when the thrombus forms after the first few days of life. If the thrombus has developed earlier, it is more likely to be organised and fibrinolytic treatment is unlikely to result in its rapid dissolution. In this situation surgery may be the best option. In the case described, the aortic arch thrombus was unusual in that it extended from a point proximal to the innominate artery and therefore surgery was not felt possible. Fibrinolytic treatment was partly successful in reducing the thrombus bulk and the degree of obstruction to blood flow. However, there was significant morbidity from early embolisation to the cerebral circulation.
Neonatal aortic arch thrombosis is a rare phenomenon and the correct method of treatment is still debated. 
